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The Patient and His Ulcer 


A SYMPOSIUM* 


Timing the Use of Antacids 

There are a number of anatacid pre- 
parations which are effective, but the 
timing is more important than the 
choice of medication. The antacid 
should be given 15 minutes before the 
expected or usual time of pain, i.e. 
from ¥% to 1% hours after meals, at 
which time the gastric acidity is 
reaching its peak. 

Antispasmodic Preparations 

If atrophine or belladonna are to be 
taken, they should be given 15 minutes 
before meals. One should employ a 
maximum dose. One of the disadvan- 
tages of the newer synthetic antispas- 
modic preparations is that there are no 
symptoms or signs of full dosage, such 
as dilatation of the pupil and blurriness 
of vision following full doses of atro- 
pine. Investigations (Kennamore et al) 





* Presented before the Webster County 
Postgraduate Course, Fort Dodge, Iowa, 
March 23, 1949. These are short excerpts 
from full papers on the medical manage- 
ment of peptic ulcer by Bruce Kennamore, of 
Washington University School of Medicine, St. 
Louis and on the patient management by Er- 
nest H. Parsons, Assistant Professor of Psy- 
chiatry at the same school. 
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disclose that atropine or belladonna 
are more effective than the synthetics. 
Night Medication 

If the patient is having night pain, he 
should be awakened every 3 hours by 
the alarm clock during the night for 
anatacid and antispasmodic medication, 
during the first treatment period of 2 
to 3 weeks. This procedure neutral- 
izes nocturnal gastric acidity. 

Use of Protein Hydrolysates 

The usual ulcer diet is unbalanced, 
especially being deficient in proteins 
and vitamins. The addition of protein 
hydrolysates permits increased protein 
in the diet, as well as increased buffer- 
ing capacity. We followed a series of 
ulcer patients on the usual ulcer diet 
and found practically every one to be 
in negative nitrogen balance. The addi- 
tion of protein hydrolysates to their 
diet enabled all to retain nitrogen, to be 
in positive nitrogen balance. Increased 
protein may permit quicker healing of 
the ulcer. 

Diffuse disease of the central nervous 
system, such as that due to syphilis, are 
followed by peptic ulcer three times as 
often as ulcer occurs in a routine series 
of unselected patients. 
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Don’t Argue With the Patient 

The principles of treatment of peptic 
ulcer or early hypertension are these: 

1. Show interest in the patient and 
in his problem. 

2. Establish the patient’s confidence 
in you, by (a) being interested in him, 
(b) by carefully and completely exam- 
ining him, (c) by being patient and by 

3. Taking time to talk to the patient; 
explain his problem; let him talk about 
his worries. Many physicians do not sit 
down and talk things over with the pa- 
tient; this is often true preoperatively. 
The psychiatrist takes time and lets the 
patient “blow his top.” 


4, Learn about his life history, not 
just his medical history—how far did 
he go in school, why did he stop, what 
jobs has he had, why did he take them, 
what about his wife and family. 

5. Explain to the patient how his 
feelings affect his gut, how emotions 
can upset the secretion and movements 
of the stomach. 

6. Re-educate the patient to use phy- 
siologically acceptable methods to blow 
off steam, such as exercise, golf (with- 
out keeping a score), et cetera. Physi- 
cal and emotional sublimation such as 
the writing of stories, may relieve ten- 
sion. 


Prevention of Injection Pain: Psycho-Therapy 


With Ethyl Chloride 


By F. Donatp Napo.itani, M.D., Bronx, New York 


The various uses of ethyl chloride 
are well known to the average physician 
and hospital resident. However, in an 
extensive survey among physicians it 
has been found that the use of ethyl 
chloride prior to the use of parenteral 
hypodermic medication is uncommon. 

Especially is this shown to advantage 
in the use of pediatrics. Many children 
will respond to the statement, “The 
needle won’t hurt you because I am go- 
ing to freeze it.” Substituting something 
new for the needle strikes the fancy of 
the child and he permits it. One or two 
seconds of freezing the area prior to the 
injection of the needle and, as the 
Doctor said, it didn’t hurt a bit. Al- 
though many pediatricians have raised 
objections to the use of ethyl chloride 
as causing a new pain, it has been found 
useful in many younger jnfants in aid- 
ing venipuncture, in drawing of blood 
from the jugular vein, and in treatment. 
Care must be taken that the spraying 
over the site of the injection must not be 
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too long continued, since the freezing 
will smart and irritate the child. 

With many psycho-neurotics who 
faint at the sight of a needle and to 
those who are to receive necessary in- 
jections, the statement that the injec- 
tion will not hurt helps alleviate the pa- 
tient’s fear and subsequent visits to 
the doctor will not be dreaded. 

Conclusion 

The use of ethyl chloride prior to the 
injection is advocated as an adjunct in 
treatment of adults and children. The 
substitution of a different type of pre- 
paratory pain prior to the use of the 
needle helps calm the patient and dis- 
tracts attention from the injection which 
follows. Psychiatrists may abhor such 
molly-coddling of patients but it has 
been found that, after a few times, the 
use of the pre-medication ethyl chloride 
may be discontinued. The parenteral in- 
jection can then be continued without 
prior anesthesia since the patient’s con- 
fidence has now been obtained. 

2281 University Avenue. 
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Fracture Patients: Errors and Safeguards 


Fraser B. Gurd of the department of 
surgery, McGill University in Montreal 
has written of twenty-five easy ways of 
getting into trouble inthe care of frac- 
tures*. Every general practitioner and 
surgeon is confronted with fractures 
and should value these precepts: 


Errors 

1. Failure to assess severity of as- 
sociated traumatic shock. 

2. Failure to diagnose concealed non- 
bony injuries, such as those of urinary 
bladder, pneumo- or hemothorax or rup- 
tured diaphragm. 


3. Failure to diagnose all concomi- 
tant fractures and their complications, 
even those which seem of little import- 
ance to the patient, as an overlooked 
fracture of the upper end of the fibula 
with injury to common peroneal nerve 
and later disability. Falls on the feet 
may fracture or dislocate any part of 
the weight bearing skeleton and falls on 
hand may injure any part of the arm 
or shoulder, or the supraspinatus 
muscle, 

4. Failure to obtain adequate preop- 
erative x-rays, in both lateral, antero- 
posterior and oblique views. Don’t over- 
look fractures of the scaphoid with 
Calles fracture or compression fracture 
of spine with os calcis fracture. [f clini- 
cal signs suggest fracture but x-rays do 
not, repeat examination after ten days 
when absorption at the formerly con- 
cealed fracture line will be easily visible 
on the x-ray, especially of the carpal 
scaphoid and lumbar spine. 


Safeguards 


5. Be sure to identify the films of 
your patient. 


6. Interpret x-rays correctly, espec- 
ially in wrist injuries (take comparison 


*Gurd, Fraser B. Amer. J. Surg. 76: 506 
(Nov.) 1948. 
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views of normal wrist) and in patholo- 
gic fractures. 

7. Ask the patient how the injury oc- 
curred. 

8. Keep adequate records of nerve, 
vessel and other associated injuries. 

9. Tell patient and/or relatives of ul- 
timate prognosis. 

10. Delay in reduction and 11. de- 
lay in fixation, together with 12. inade- 
quate reduction, must be guarded 
against. 

13. Undue roughness during reduc- 
tion and 14. Repeated attempts at re- 
duction must be avoided. 

15. Too much padding under plaster 
permits fractures to slip and prevents 
sufficient immobilization for good heal- 
ing. 

Compound fractures can only rarely 
be sutured primarily. Constant, close 
observations clinically and by x-ray, 
must be made of all fractures while 
under treatment. 

The limb must be maintained in a 
physiologic position (position of nor- 
mal function) as much of the treat- 
ment time as possible. A wrist may be 
fixed in plaster yet the patient should 
be able to feed himself and work. 

Don’t apply unpadded casts while 
edema is present or accumulating. 

Tell your patient how to use appli- 
ances. The surgeon should tell his pa- 
tient to “walk up to his crutches, never 
get ahead of them.” The patient with 
a walking cast should not rotate the foot 
outward. 


Too early mobilization or unprotect- 
ed weight bearing is an error. Delay in 
rehabilitation, both physical and men- 
tal, is an error. The patient should be 
as active as possible, should take a good 
diet apd yet should not be overworked 
with physiotherapy. 





Treatment of Rh Factor Mothers and Infants 


The treatment of Rh factor mothers 
to prevent babies from being born with 
erythroblastosis may be possible by in- 
jections of Rh Hapten. A letter di- 
rected to the originator of this method 
of treatment, Bettina B. Carter, M.S., 
Institute of Pathology, Western Penn- 
sylvania Hospital, Pittsburgh, Pa., 
brought this answer. 

Forty six women have been treated 
with the Rh Hapten, but reports are not 
complete on other than the 31 shown 
here. This account is abbreviated, but 
gives the essential facts. The cases are 
just as we found them: there is no win- 
dow dressing whatsoever. Actually, we 
feel that the babies lost were from moth- 
ers in whom treatment was begun too 
late, but we have made no allowances. 
It is probable that severely sensitized 
women should be treated in the interim, 
before a new pregnancy is initiated. We 
are working on that basis now. 


You may know that Dr. Charles 
Price at the University of Notre Dame 
has obtained active crystalline material 
from my crude Hapten. This is reported 
in the Journal of the American Chemi- 
cal Society for October, 1948. 


Doctor Goldsmith at the, University of 
Minnesota will be glad to tell you of his 
experiences with the Hapten, I am sure. 
Doctor Unger, of the N.Y. Postgradu- 
ate Hosp., and Doctor Levinson, at 
Michael Reese Hospital, have worked 
with Hapten, as have many others. 

The summary which I enclose was 
promulgated for Doctors Allen and 
Vaughan at the Blood Grouping Labor- 
atory in Boston. They made an exact 
analysis of it, based on their “Natural 
History of Erythroblastosis” which they 
have been compiling over the years. I 
quote: “While the numbers dealt with 
are entirely too small to have statistical 
significance, there appears to be no 
change at present in the incidence of 
stillbirths where they might be expect- 
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ed, but the information which your re- 
ports give concerning the outcome of 
the disease in live born babies is of 
very great interest, if it continues to fol- 
low the same course. The overall re- 
covery in live born babies is not better 
than that which we see in our own clini- 
cal material, but the number of babies 
in your group who have had no clinical 
erythroblastosis or at most, the mildest 
type of disease, is unusually large and 
much greater than we would expect in 
a comparable group treated by the tra- 
ditional measures. 

“In my opinion, this work with the 
Rh Hapten should be considered with 
great conservatism, as all new concepts 
should be viewed. However, we have a 
great deal of hope. We have never had 
a reaction from the use of Hapten with 
either mother or baby. We have no 
indication that the material in antigenic. 
We feel that if it is handled properly, it 
should be of great help. 

“The most that the Hapten can do is 
to neutralize antibodies. It cannot undo 
previous damage to the unborn child. It 
cannot promote the development of new 
blood cells. But, if we can neutralize 
antibodies before the child is in the 
way of being injured by them and can 
keep them under control, the results 
should be good. The time to begin 
work on a mother who has already lost 
a child with erythroblastosis fetalis is 
before she attempts a new pregnancy.” 

Editor’s Note: Because of lack of 
space, we cannot print the individual 
case reports now, but will publish a 
summary of the affect of Rh Hapten in- 
jections after a larger series of cases 
has been treated. In summary, the ma- 
terial does not seem to produce any se- 
vere reactions and has apparently pre- 
vented the development of seveie ery- 
throblastosis in babies born from par- 
ents with differing Rh Factors. 
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(CONSULTATION SERVICE) 


Uses of Aminoacids 


Question: 


For what conditions should one employ 
aminoacid preparations? Should they 
best be given intravenously, subcutan- 
eously or orally? M.D., Denver, Colo- 
rado. 


Answer: 


Protein hydrolysates have been used 
successfully for hepatitis, injury or dis- 
ease of the bowel, intestinal obstruction, 
severe’ typhoid states, enteritis, colitis, 
severe burns, cyclic vomiting, malnu- 
trition, peptic ulcer and postoperatively. 
(H.E. Magee: Intravenous Alimentation. 
British Medical Journal. 4539:4 ( Jan. 3, 
1948). 


The oral route permits of much larger 
amounts to be taken, as is true of any 
type of feeding—even though it does not 
have the dramatic quality of a flask 
suspended by the bed. One must remem- 
ber that unless carbohydrate, such as 
glucose solutions, are given simultan- 
eously the calories of protein are used 
for energy and not for rebuilding body 
protein. 


There have been some reports that 
oral use of aminoacid powders has been 
effective in the treatment of peptic ulcer. 
As with any other treatment for ulcer, 
proof lies with time. At any rate, when 
one gives aminoacid granules coated 
with sugar to an ambulatory ulcer pa- 
tient, one has the satisfaction of knowing 
that he is aiding the patient’s nutrition 
and not offering him a toxic drug. 
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If given intravenously, aminoacids 
must be given slowly so as to avoid 
local irritation and generalized febrile 
reactions. Veins should be changed after 
each 500 or 1,000 cc. to avoid throm- 
bosis. Subcutaneous aminoacids are not 
especially irritating. This technic is not 
generally known, possibly because of 
the American propensity for intravenous 
injection. 

Brunschwig reported one patient who 
was kept alive entirely with venous in- 
fusions of protein hydrolysate plus glu- 
cose for eight weeks during which time 
he had two severe operations (A. Brun- 
schwig. Journal of American Medical 
Association. 129: 441, 1945). 


Co Tui reports (Proceedings of Elev- 
enth Annual Convention of National Gas- 
troenterological Assoc.) that intractable 
peptic ulcer patients were benefited dra- 
matically, with relief of pain and distress 
in 1 or 2 days. The aminoacid is given 
in a chilled solution, followed immedi- 
ately by a solution of carbohydrate such 
as dextrimaltose, every 2 hours during 
the day, and at night if distress is pres- 
ent then. The solutions may be given 
as often as hourly if needed. No other 
feeding is permitted until definite relief 
appears, then soft foods are added. 


Available Aminoacids 
Frederick Stearns 
and Company 
Mead Johnson and 
Company 
National Drug Company 
E. R. Squibb & Sons 


Essenamine 
Amigen Protolysate 


Casein hydrolysate 
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PROBLEMS IN PRACTICE 


Disability Following Femur Fractures 


Question: 

A patient aged 32 has had a marked 
disability following a compound frac- 
ture of the femur in the midportion, de- 
spite adequate early treatment with pin 
fixation, by an orthopedist. Flexion and 
extension are much impaired. What can 
be done? M.B., Canton, Ill. 


Answer: 


The Bennet-Thompson operation may 
be employed. The vastus intermedius is 
usually scarred to the fractured area of 
the femur, thus preventing active exten- 
sion of the knee, in such cases. 


“Quadricepsplasty,’’ involves the re- 
moval of the adherent muscle and free- 
ing of the rectus femoris muscle, which 
is superficial and usually not injured or 
adherent to the femur. Operative steps 
include 1. wide exposure of the anterior 
thigh, 2. freeing of the rectus femoris 
muscle from the rest of the quadriceps 
by incisions along each side of it but not 
lengthening it, 3. separating the vastus 
lateralis and the vastus medialis from 
the sides of the rectus femoris and from 


| M. Vastus 
Lateralis 


M. Rectus 


Femoris 


M Vastus 
Medialis 


M.Vast 


Patella with 


Ihestons 


Fig. 2 


the patella, 4. incising the capsule of the 
knee joint on either side of the patella, 
5. removing the scarred vastus interme- 
dius from the under surface of the rec- 
tus femoris and from the anterior sur- 
face of the femur, 6. manipulating the 
knee in flexion to 90° or beyond, 7. new 
intermuscular septa are produced if 
needed to isolate the rectus femoris 
from the badly scarred parts of the vas- 
tus medials or lateralis. (T. C. THomp- 
son, M.D., 321 E. 42nd St., New York 
City.) 


rectus femoris 


Scar tissue 4ad- 
hesions of vastus 
inter mediate m.to 


callous on femur 
after healed 
fracture 


Fig. 1. Adhesions between quadriceps and 
adjoining muscle. 


unned, portion 
M Vastus Int 


Fig. 3 


Fig. 2 to 5 show last 4 steps in operative procedure. 
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Painful Back in an Old Woman (Osteoporosis) 


Question: 


I am caring for a woman of 69, who 
has severe pain of a chronic nature in 
the back. X-ray examination shows that 
much of the calcium has left the verte- 
brae and the diagnosis of osteoporosis 
has been made. Large amounts of cal- 
cium and vitamin D have been given, 
without effect in relieving pain or chang- 
ing the appearance of the x-ray. What 
treatment will be helpful?—M.D., New 
Orleans, La. 


Answer: 

Osteoporosis is a disease of old age, 
caused by: 1. Loss of sex hormones 
(estrogen and testosterone), 2. lack of 
use (stress and strain is the normal 
stimulation for bone building) and 3. lack 
of protein (nitrogenous) foods. 

Estrogens or testosterone are effective 
in the treatment of osteoporosis. The pa- 
tient must receive protein foods. For a 
full discussion, see papers of Fuller Al- 
bright, Massachusetts General Hospital, 
Boston, the last of which is Osteoporosis, 
Annals Internal Medicine, 27:861 (Dec.) 
1947. 


Streptomycin for Whooping Cough 


Question: 

Is there any specific treatment for 
pertussis? M. D., Tenn. 
Answer: 


Immune serum from convalescent per- 
tussis patients is available from the 
Philadelphia serum center and from Cut- 
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ter laboratories. 
streptomycin 


Herrell states that 
is effective against the 
hemophilus organisms including H. Per- 
tussis, both experimentally and clini- 
cally, for whooping cough and pertussis 
pneumonia. (W. W. HERRELL, M.D. Mayo 
Clinic, Rochester, Minn.) . 





PROBLEMS IN PRACTICE 


Should Narcotics Be Given for Pain? 


Question: 


Now and again, I see patients who are 
suffering from painful conditions, but 
whose pain seems out of proportion to 
the physical findings. Usually such pa- 
tients have not been seen previously and 
I do not give opiates to them. Could you 
name some of the signs of narcotic 
addiction? If an addict is encountered, 
what should be done with him?—M. D., 
Michigan. 


Answer: 


It is a very sound rule not to give 
narcotics to strangers. Addicts become 
adept at memorizing the typical pain of 
a renal or biliary stone and at acting 
out the painful attacks. One distinguish- 
ing point is that they do not want any 
other medication other than a “‘hypo’”’ or 
morphine. The average patient, when 
told that a new medication such as nitro- 
glycerine will relieve bilary colic, 
wishes to try it. The addict quickly be- 
takes himself elsewhere when denied 


narcotics. Also, the addict does not want 
any diagnostic study, urinalysis or x- 
rays. 

Victor Voegel M.D. et al of the U.S. 
Public Health Service Hospital, Lexing- 
ton, Kentucky (a narcotic addiction 
treatment hospital operated by the gov- 
ernment without charge for patients) 
states that symptoms of abstinence are: 


Simple Clinical System for Evaluating 
Intensity of Abstinence Syndrome 
Mild (+) 
Yawning 
Lacrimation 
Rhinorrhea 
Perspiration 


Moderate (+ +) 
Goosefiesh 
Dilated pupils 
Anorexia 
Muscle tremor 


Pronounced (+ + +) 

Insomnia 

Restlessness 

Hyperpnea 

Elevation of blood pressure 
Severe (+++ +) 

Emesis 

Diarrhea 

Weight loss 

(5 pounds [2.3 Kg.] in 24 hours) 


Lesions of the Cervix 


Question: 

I am often confronted with lesions of 
the cervix varying from a simple in- 
flamed cervix. How can I be sure that 
I am not overlooking some early cases 
of cancer of the cervix, in patients whom 
I see only once or twice and then go 
elsewhere? Are there any specific signs 
or symptoms that would make one pay 
more attention to certain cases?—M. D., 
Raton, New Mexico. 


Answer: 


Early lesions of the cervix before in- 
vasion usually result in no symptoms. 
15% of the patients complain only of 
leukorrhea, a non-bloody, watery, or 
purulent discharge. Some are symptom 
free. Any woman complaining of intra- 
menstrual, or irregular spotting or bleed- 
ing, progressive spotting of increasing 
frequency and amount, and spotting fol- 
lowing trauma, such as after intercourse, 
should be carefully examined and a 
cervical or uterine carcinoma suspected. 

The advanced cancer of the cervix 
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presents little difficulty in diagnosis. In 
other cases, tissues can be obtained for 
diagnostic purposes by means of a bi- 
opsy If free bleeding occurs, a stitch 
or two must be placed or a cautery 
or vaginal pack used. The specimen is 
dropped into a solution of 1 part for- 
maldehyde, 9 parts of water, then sent 
or mailed to a competent pathologist. 

Most common cervical lesions can be 
treated without hospitalization by use 
of cautery or other local treatment. 
Doubtful or suspicious lesions should be 
biopsied. 

Spotting or irregular uterine bleeding 
is always suggestive of endometrial or 
a uterine body carcinoma. This is es- 
pecially true that about 25% of patients 
with endometrial cancer have a semi- 
purulent, leukorrheal discharge, as their 
principal complaint. 

Curettage of the uterus must be done 
at once. In older women with a patch- 
less cervix, suction curettage may be 
carried out in the office, with a thorough 
scraping of the uterine cavity. Curettage 
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may not always be necessary. First, in 
younger adult women, spotting signs oc- 
cur at ovulation. Here the history and 
the absence of a significant pelvic find- 
ings may be enough to warn a probable 
diagnosis of ovulation bleeding, and just- 
ify continued observation. The history 
of free use of estrogen, likewise indicates 
a period of observation, after the drug 
has been stopped. If bleeding is due 
to the estrogen, it will soon cease and 
seldom recur. 

The presence of a small cervical polyp 
may give rise to spotting. Removal of 
the polyp should correct the situation 
unless cancer is also present. Endome- 
trial cancer and uterine fibroids may co- 
exist. Hence, it is well to inform the 


patient that one may not be sure of 
the uterine lining, and in removing the 
uterus because of fibroids, it is well to 
open the specimen and grossly inspect 
the uterine cavity for evidence of a co- 
existing endometrial carcinoma. 

In all doubtful cases, diagnostic curet- 
tage should be performed in the hands 
of the general practitioner, lie the possi- 
bility of prevention of death due to can- 
cer of the pelvic organs, if they will 
recommend to all patients past 40 that a 
regular pelvic examination every 6 
months be done. 

A pelvic examination must include pal- 
pation, and visualization of the cervix; 
(NormMaN F. Mutuer, in J.A.M.A., Jan. 
17, 1948). 


The "Tired" Patient 


Question: 

A woman of 36 complains of being 
tired all the time. Ordinary physical ex- 
amination and usual laboratory tests and 
chest x-ray are negative. Should I con- 
sider brucellosis (undulant fever) or de- 
ficient secretion of the adrenal: cortex? 
What hints can suggest the proper 
method to care for such patients, who 
seem very common in my practice? 
—M.D., Glendale, California. 

Answer: 

The most important diagnostic method 
in the fatigued patient is the asking of 
three questions: ‘‘Have you been more 
or less tired all your life?’’ ‘‘Does rest or 
a night’s sleep help your tiredness?’’ 
“Are there any new complaints in the 


last few months?’’ The latter question 
is to rule out any new condition that 
may have developed, in addition to the 
chronic fatigue. 


The usual patient is not relieved by 
rest, which rules out organic causes of 
disease. The usual story is of fatigue, 
constant or intermittent, for many years, 
often related to marriage, work, emo- 
tions. 


Patients are under the impression that 
their weakness is due either to a physi- 
cal condition or to overwork. In the great 
majority of cases, it is neither the one 
nor the other. Fatigue is, next to pain, 
the most common symptom of neurosis. 
Work, instead of making fatigue worse, 
often relieves it. (Niederland) 


Rectal Bleeding, and Recognizing Early Hemorrhoids 


Question: 


What is the cause of rectal bleeding 
in which you can find no hemorrhoids, 
fissure or tumors? Am I overlooking 
early hemorrhoids? M.D, Iowa City, 
Iowa. 


Answer: 


The first stage of internal hemorrhoids 
appears as a bluish-purple discoloration 
when the proctoscope is placed at the 
anal skin-rectal mucosa junction. They 
cannot be seen at time of inspection 
and the varicose condition is soft and 
uninformative to the examining finger. 
For quick determination as to the normal 
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color, pass the anoscope into the rectal 
ampulla and contrast the salmon pink 
of the normal rectal ampulla. When the 
patient strains, no tissue rolls down 
into the anoscope, as occurs in second 
and third degree hemorrhoids. (Tom E. 
Smith, M. D., 2600 Welborn Street, Dal- 
las, Texas; Associate Professor of Proc- 
tology, Southwestern Medical College). 

This proctologist recommends the in- 
jection of 5 cc. of 5 per cent phenol in 
vegetable oil into each of the cardinal 
zones at one time, a waiting period of 
28 days for fibrosis to occur and a rein- 
jection if the bluish discoloration is still 
present. 
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PROBLEMS IN PRACTICE 


Hypertension 


Question: 

I am a woman physician of 48 with 
blood pressure of 175 over 100 which 
has been present for six years. Readings 
taken at different times during the day 
and evening by other physicians show 
a range of 30 points in the systolic and 
15 points in the dyastolic pressure. 

Despite all the material in the litera- 
ture, it is still difficult for me to esti- 
mate the outlook for my own health. 
Can you give me any definite informa- 
tion regarding the prognosis—M.D., 
Los Angeles, Calif. 


Answer: 


The height of the blood pressure itself 
is not the factor of greater consequence, 
but it is the kind of material in the 
arterial tree, the heart and the kidney, 
which determines the destiny of the pa- 
tient suffering from high blood pressure. 

Essential hypertension is characterized 
by changes in the blood pressure. There 
is a tendency after the condition has 
been present for some years, for the 
blood pressure to become fixed at a 
higher level. 


Simple hypertension, without disease 


of the vascular system, and its sequelae, 
is a benign condition. 

Elevation of systolic blood pressure 
causes little concern. Dyastolic pressures 
rising over 110 mm. and especially those 
rising to 130 mm. are indicative of severe 
hypertension, The level of the blood pres- 
sure is less important than is the ability 
of the artieries, the heart, and the kid- 
neys to stand the strain of the pressure. 

The outlook of patients with high blood 
pressure is much better than that ex- 
pressed in the literature because the 
majority of such patients who are seen 
in hospital practice are those with se- 
vere, progressive hypertension. 

The prognosis is much better in women 
than it is in men. Hypertension in older 
individuals usually take a benign, calm, 
course, with few of the more severe 
complications. 

If there is no evidence of enlargement 
of the heart, or abnormal changes in 
the examination of the retina, and if 
the blood pressure changes markedly 
from time to time, the hypertension 
may be considered functional 

Intravenous urograms occasionally 
show a diseased kidney which is causing 
the high blood pressure. 


Diagnosis of Chronic Undulant Fever 


Question: 
What symptoms should make one sug- 
gest chronic brucellosis? 


Answer: 


The most frequent symptoms of 
chronic brucellosis is weakness. Other 
frequent symptoms are — pain in mus- 
cles and joints, neuralgia, headache, 
light-headedness, persistent eye fatigue, 
sweating, feeling of hot and cold, many 
digestive disturbances, nasal catarrh or 
chronic sore throat or cough, tachycar- 
dia, nervous irritability, depression, 
insomnia, or sleepiness, and various dis- 
turbances of the reproductive system— 
especially in the female. 

When physical findings are present, 
they consist of low grade fever, slightly 
enlarged liver, increased redness of the 
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mucous membrane, tenderness in the 
right lower quadrant of the abdomen, 
and a suggestive blood picture. 

The disease usually runs a chronic 
course with varied diagnosis, treatment, 
and even operation, worsening of the 
debility following pregnancy, operation 
or ‘‘influenza,’’ and a diagnosis of func- 
tional or psychoneurotic condition. 

The only symptom of chronic brucel- 
losis that is always found is fever. A 
positive skin test and improvement of the 
patient after a few injections of vaccine 
are of diagnostic importance. Agglutin- 
ation test is helpful when positive, but 
is usually negative in chronic brucellosis. 
If a positive blood culture for brucella 
can be obtained, this is the ideal method 
of diagnosis. 
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Infectious Mononucleosis 
vs. Leukemia 


It is a serious error to make a diag- 
nosis of leukemia on the basis of blood 
findings of benign acute mononucleosis. 
Infectious mononucleosis may simulate 
an acute leukemia in its clinical aspects 
and peripheral hematologic findings. The 
expert recognizes the morphological 
character of the cells and confirms it 
with a positive heterophile serologic test. 


The senior author has learned, through 
bitter experience, the error of trusting 
the judgment of any but an expert in 
this differential diagnosis. The practi- 
tioner is urged to recall (1). infectious 
mononucleosis is a relatively common 
condition whereas acute leukemia is 
rare, (2). spreads and counts of the 
peripheral blood are indistinguishable to 
the average physician, (3). the diagnosis 
of acute leukemia, a fatal disease, can 
never be made too late and (4). hope 
that the condition is mononucleosis 
should be maintained unless a downhill 
clinical course occurs. Sternal puncture 
will reveal typical blood smears. — H. T. 
HyMan, M.D. in “Integrated Practice of 
Medicine’ (Saunders). 


Maintaining Blood Pressure 


in Shock 


Intravenous injection of neosynephrine 
does not cause a significant change in 
heart action during spinal anesthesia. It 
does not stimulate the central nervous 
system with apprehension, and nervous- 
ness. It is very useful in maintaining 
blood pressure levels. When used with 
pentothol, it should be administered in 
Steady drips, % of a cc of neosyne- 
phrine may be given with plasma to the 
corroded sinus.—GeorceE J. THOMaAS, 
Pitts. School of Medicine, American 
Med. Assoc, Exhibit. 
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Intestinal Toxemia in Arthritis 


The intestinal tract, with its vast 
capactiy to absorb toxic as well as help- 
ful products, may be the most important 
region for the study of focal infection 
and for the introduction of therapy 
directed toward the recovery of the 
arthritic patient. Vitamins, especially 
vitamin B complex, are indicated. From 
one pint to one quart of isotonic saline 
solution, hot or cold, given by mouth, 
with the patient resting on the right side 
for 20 minutes thereafter, is often effec- 
tive. Carbohydrate in the diet should be 
reduced. —T. B. Bacu, M.D. in ‘‘Arth- 
ritis and Related Conditions’’ (Davis, 
Publisher). 


Malignancy and Fibroid 

Malignant changes in fibroid tumors 
of the uterus are not rare. The symp- 
toms may so completely simulate those 
produced by the associated tumor, that 
the greatest care is necessary to avoid 
overlooking the cancer. To be safe, all 
cases of fibroid tumors should be sus- 
pected of malignant changes until proven 
benign. — Frepertck H. Fats, M.D., 
Prof. of Obs. and Gyn, Univ. of IIl., 
Chicago at the 12th Assembly of the 
International College of Surgeons, Chi- 
cago. 


Sudden Onset of Cardiac 
Insufficiency 


The sudden occurence of the symptoms 
or signs of myocardial insufficiency 
(dyspnea, cardiac asthma, acute pulmo- 
nary edema, Cheyne-Stokes respiration, 
cyanosis, peripheral edema and enlarged 
liver) in a patient who has no valvular 
disease suggests the possibility of pain- 
less myocardial infarction. Shock may 
be associated with this picture —L. E. 
HINgEs and J. J. Hines, in Amer. Pract., 
Mar. 1948. 
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Thumbnail Therapeutics 


Pituitary Extract for 
Uterine Inertia 

The use of very small doses of pitui- 
tary extract in the treatment of true 
uterine inertia during labor is of value 
if certain principles are followed: 

1. Primary uterine inertia must be 
present, with labor practically at a 
standstill and progress nil. 

2. The patient must be in actual labor 
with progressive effacement and dilata- 
tion of the cervix to 3 or 4 cm.; 3. 
there must be no mechanical obstruction 
to delivery, as determined by physical 
and x-ray examination. 

4. Women with four or more previous 
pregnancies should not receive pituitary 
extract, as their uteri rupture more eas- 
ily. 

5. The condition of the fetus must be 
good, as evidenced by a regular heart 
beat and absence of meconium stained 
liquor amni (a dead fetus is no contrain- 
dication). 

6. The initial dose must not exceed % 
minim; if no improvement in pains 
occurs, it may be increased to 1 minim 
but never more; 30 minutes must elapse 
between injections. 

7. If the first uterine contraction, after 
the injection, lasts longer than 3 min- 
utes, ether inhalations should be given 
to prevent uterine contraction ring for- 
mation. 

Definition of Uterine inertia: Sluggish 
uterine contractions so that, after true 
labor has begun, the cervix shows no 
change after an 8 hour period and the 
uterine wall is easily indentable at the 
height of a pain; in the second stage, 
the head neither rotates nor descends 
and the uterine wall may be indented 
at the acme of each pain. 

Prolonged labor is evidenced by slow, 
steady progress. 

The use of pituitary extract carefully 
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in uterine inertia will decrease fetal mor- 
tality due to such operative procedures 
as midforceps, cesarean section and 
Duhrssen’s incisions. When in doubt, do 
not give pituitary extract to the woman 
in labor.—NiIcHOLsSON J. EastTMAN, M.D., 
(Johns Hopkins University Hospital, Bal- 
timore, Md.) in Amer. J. Obs. & Gyn., 
Mar. 1947. 


Proctoclysis 


Clinical experience with colonic instil- 
ations of sodium chloride solution indi- 
cate that the mucosa of the large bowel 
readily absorbs sodium chloride, thus 
re-emphasizing the value of proctoclysis. 
If much fluid is to be given, it should 
be in the form of a hypotonic solution so 
that an overamount of chloride and sod- 
ium is not absorbed.—D. O. Ferris, M.D., 
in Proc. Mayo Clinic, April 28, 1948. 


Delayed Ligation of the 
Umbilical Cord 


If one delays tying the umbilical cord 
until all pulsation has ceased, a higher 
hemoglobin and red blood cell count re- 
sults at the end of the first week of 
life, an increased corpuscular hemoglo- 
bin in the infant of 8 to 10 months of age, 
a possible aid in decreasing prothrombin 
time (and thus preventing bleeding) and 
the infant gains almost 100 cc. of blood. 
—G. N. BALLENTINE, M.D., in Penn. Med. 
J., April 1947. 


Relieving Odor in Cancer 

The odor from ulcerating masses of 
cancer may be extremely disagreeable. 
Granulated sugar sprinkled on the mass 
will frequently alter the medium and 
cause the bacteria to die. Chlorophyll 
ointment also is of value.—ALTon OcHs- 
NER, M.D., in J.A.M.A., Aug. 28, 1948. 
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Pain Syndromes 
By Bernard Judovich, M.D., Instructor in 
Neurology, University of Pennsylvania and 
William Bates, Professor of Surgery. 
F. A. Davis. 1949. $6.50. 
This third edition should be of value to all 
physicians who wish to relieve their patients 
of pain, arising from muscles and fascia. De- 
tailed technics are given for various methods 
of treatment including the increasingly popular 
procaine injection. Many case histories permit 
evaluation of the results obtained. 


Psychodynamics and the Allergic Patient 
Edited by Harold Abramson, M.D., Asso- 
ciate Physician for Allergy, Mt. Sinai Hos- 
pital, New York City. Bruce Publishing 
Co. 1948. $2.50. 

The American College of Allergists is to be 

commended for publishing this stimulating 

discussion of the interaction of body and mind 
on allergic patients. 


Biochemical Preparations 

Vol. I. John Wiley and Sons, N.Y. 1949. 

$2.50. 
A series of small volumes is planned to cover 
the preparation cf compounds which are not 
readily available commercially and which can 
be prepared from available starting materials. 
Technics of general application in preparative 
work will be included. 


British Surgical Practice 

Vol. 4. Edited by Sir E. R. Carling, West- 

minster Hospital, and J. Paterson Ross, 

Director, Surgical Clinical Unit, St. Barth- 

olomew’s Hospital, London, England. C. V. 

Mosby Co. 1948. $15.00 
This, the fourth in a series of eight volumes to 
cover British technics and views, contains 
brief, illuminating papers on repair of her- 
nia, the use of living fascia for various condi- 
tions, fibrositis and surgical implications and 
many other topics under alphabetic headings. 
This series is a tribute to the English and 
Canadian authors and to the publishers. 


Atlas of Peripheral Nerve Injuries 
By W. R. Lyons, Ph. D., Associate Pro- 
fessor of Anatomy, University of California 
Medical School, and Barnes Woodhall, 
M.D., Profesor of Neurosurgery, Duke 
Medical School, Durham, N.C. W. B. Saun- 
ders. 1949. $16.00. 
A truly definitive study of trauma to the peri- 
pheral nervous system and the results, both 
macroscopic and microscopic, of various forms 
of treatment. Every alternate page of this 
large volume contains illustrations depicting 
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New Books 


repair under normal and abnormal condi- 
tions. 


Surgery of the Hand 

By Sterling Bunnell, M.D. Second edition. 

Lippincott Co. 1949. $16.00. 
The author has for many years been saving 
hands crippled from trauma or disease. As a 
result of his experiences in supervising the 
treatment of 20,000 hand injuries during the 
war, much new material has been added to 
this second edition, especially on reconstruc- 
tion, injuries, infections and tumors. Even such 
simple procedures as incising the hand or 
fingers for infections may be carried out so 
disability does not follow. Every surgeon and 
most general practitioners should have this 
book. 


Clinical Case Taking 

By George R. Herrmann, M.D., Professor 

of Medicine, University of Texas. Fourth 

Edition. C. V. Mosby Co. 1949. $3.50. 
This guide for the study of patients reminds 
the student and practitioner of systematic in- 
vestigations of the patients symptoms and 
signs, and gives definite outlines to follow. 


Campbell's Operative Orthopedics 
Editor, J. S. Speed, M.D., Hugh Smith, 
M.D., Memphis, Associate Editor. Second 
edition. C. V. Mosby Co. 1949. Two vols. 
$30.00. 
These most beautiful and practical orthopedic 
technic volumes are a welcome addition to 
the orthopedic and general surgeon’s library. 
Eleven hundred illustrations depict exact steps. 
The colored illustrations demonstrating the 
removal of a protruded intervertebral disc are 
noteworthy. Every type of orthopedic surgery 
is discussed in text and illustrated, if possible. 


The Abnormal Personality 

By Robert W. White, Ph.D., Director of 

the Psychological Clinic, Harvard Uni- 

versity. Ronald Press Company 1948. $5.00. 
This text helps one to pass from normal psy- 
chology to the psychology of disordered per- 
sonalities. It is intelligible, well written and 
accurate. 


Venous Thrombosis and Pulmonary 


Embolism 

By Harold Neuhof, M.D. Professor of Sur- 

gery, Columbia University, N.Y.C. Grune 

& Stratton. 1948. 
A commonsense’ workable approach to the 
problem of venous thrombosis and its medical 
and surgical management; points in technic 
are fully given. 
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